TO THE EDITORS:
We appreciate the comments by Olsha and Carmon regarding timing of axillary lymph node dissection (ALND) in patients with a positive sentinel lymph node (SLN) undergoing neoadjuvant chemotherapy (NAC). In our review of axillary staging in the neoadjuvant setting we recommend performing ALND with the definitive breast surgery after completion of NAC in those identified as SLN-positive prior to NAC. 1 The primary concern of the authors is that information regarding the remaining axillary nodes may be lost by delaying completion ALND until after the NAC is completed. They feel loss of this information may result in change in recommendations regarding lymphatic basin radiation or chest wall radiation in those undergoing mastectomy. A secondary concern of the authors is that delay of ALND requires reoperation of the axillary basin, which because of fibrosis and scarring may be more technically difficult than performing ALND in a field where there has been no prior surgery. They recommend performing frozen section at the time of SNB and completing the ALND at the same time if the sentinel node harbors metastases. This is, of course, a reasonable option.
We agree that the nodal status of the nonsentinel nodes may be altered by NAC, potentially leading to downstaging of the axilla. The post-NAC status of the nonsentinel nodes may change the recommendations for lymphatic basin radiation. However, in the neoadjuvant setting, recommendations for nodal or postmastectomy radiation are often based on primary tumor size. Frequently, those who present initially with clinically palpable disease in the axilla and whose nonsentinel nodes have been downstaged by NAC would still be likely to receive third-field radiation. There is evidence to support third-field radiation even for small tumors in premenopausal women with lymph node involvement. [2] [3] [4] [5] [6] Reoperative axillary surgery after a SNB is usually not technically different and is facilitated by dissecting around the planes of previous dissection.
With increased use of preoperative axillary ultrasound and needle biopsy, many patients will be diagnosed with lymph node involvement without requiring SLN biopsy.
In conclusion, we endorse the authors' suggestion of performing ALND prior to NAC as an acceptable alternative pathway to axillary staging in patients undergoing NAC, acknowledging that there may be more ways than one to ''skin a cat.'' The only potential disadvantage of their approach is that there may be a delay in initiation of chemotherapy.
